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FOREWORD

The National Joint Practice Commission evolved from a generally recognized

need for interdisciplinary cooperation between medicine and nursing especially as it

related to the expanding role of nursing. Recognizing this need, the National Joint

Practice Commission was formed through the collaborative efforts of the American
Medical Association and the American Nurses' Association. The National Joint Prac-

tice Commission stimulated the formation of joint practice committees in the several

states.

The North Carolina Joint Practice Committee (NCJPC) was formed in 1971 follow-

ing appropriate actions by the North Carolina Medical Society (NCMS) and the North

Carolina Nurses Association (NCNA) establishing and agreeing to participate in such
a state level committee.

Diligent efforts have been made to assure that the membership of the inter-

disciplinary NCJPC be composed of practicing nurses and practicing physicians who
are appointed by the respective sponsoring professional organizations. However, the

committee itself is an autonomous body and its actions do not necessarily reflect the

policies of the sponsoring organizations.

Since its inception, the NCJPC has met approximately five times annually and
has selected priority listing of target areas for intensive study of interdependent roles.

Each of these target areas was assigned to. a task force appointed by the NCJPC.
Task Force members were selected for their expertise in the target area involved,

and each task force conducted its study following the guidelines established by the

NCJPC.
At the conclusion of its study, each task force submitted its report in a conjoint

meeting with the NCJPC where the reports were critically reviewed and, in many
instances, substantially altered prior to final approval. Thus, this series of reports

represent actions of the NCJPC rather than those of the task forces.

The NCJPC gratefully acknowledges the long hours and untiring efforts of those

physicians and nurses who served on the various task forces and the NCJPC, with-

out whose efforts this series of reports would not be possible.

The NCJPC also wishes to thank Jim Bernstein, Chief Rural Health Section, Divi-

sion of Facility Services , Department of Human Resources, for his wise counsel,

support, and e
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DEFINITION OF NURSE PRACTITIONER-MANNED CLINICS

A nurse practitioner-manned clinic is a clinic where the primary provider

of health services is a registered nurse prepared to care for an ambulatory pa-

tient population. The nurse must have had formal training as a nurse practitioner,

but this training may have been in one or more of several practice areas (Family

Nurse Practitioner, Pediatric Nurse Practitioner, Adult Nurse Practitioner, etc.).

The training will define the age of patients and the nature of problems within

her practice competence. A physician works with the nurse practitioner in a

supervisory/consultant role and provides backup for the nurse practitioner when
the patient's presenting problem(s) are beyond the scope of the nurse practi-

tioner's practice. The physician may be in the clinic on a part-time basis but is

available at all times by telephone for consultation and/or referral.

The ambulatory patient population served and the location of such a clinic

may vary widely. The types of populations served may include the entire general

population of an area or may focus on certain age groups such as children and
youth or older adults, or on certain clinical problems such as family planning,

pre and postnatal care, etc.

The clinics may be located in hospital out-patient departments, health de-

partments, free standing satellite clinics, areas where medical care is not

readily accessible, or other settings. The nurse practitioner may be employed
by a physician in private practice (group or solo), hospital, health department
or community-based health program.

The constant factor, no matter what type of population is served or where
the clinic is located, is the nurse practitioner-physician role relationships.

MEDICAL AND NURSING RESPONSIBILITY

The core of any nurse practitioner-manned clinic is the collaborative rela-

tionship between the physician and the nurse practitioner. The nurse practi-

tioner is the major provider of services to patients. This role combines medical

diagnostic and therapeutic skills with the traditional skills of nursing. The
physician is ultimately responsible for the medical care given by the nurse prac-

titioner who in this role must practice under the general supervision of a physi-

cian. In the traditional nursing role, the nurse practitioner provides services

such as counseling, health education, preventive health measures, etc. and need
not in these functions be under physician supervision. The physician and nurse
practitioner share in the care of the individual with an illness with the nurse

practitioner managing minor illnesses, minor injuries and stable chronic dis-

eases and the physician the more complicated illnesses or injuries. The degree
to which the nurse practitioner assumes management for illness conditions will

be determined after the nurse practitioner has acquired increased knowledge
and clinical experience in a formal educational program and has demonstrated
competence to manage specific situations to the mutual satisfaction of the nurse

and physician. The nurse practitioner is responsible for her practice in the ex-

panded role and accountable to her patients and their families for maintaining

standards of practice. The physician has continuing responsibility for back-up
and supervision of the nurse practitioner for the medical aspects of her prac-

tice.



FRAMEWORK FOR PRACTICE IN NURSE
PRACTITIONER-MANNED CLINICS

Functions of the nurse practitioner in a nurse practitioner-manned clinic

include:

1. Obtain a complete history.

2 Perform an appropriate physical examination.

3. Request and/or perform appropriate laboratory and/or x-ray examinations
and other tests and examinations which would aid in the evaluation of pa-

tient's health status.

4. Decide if the patient is healthy or, if the patient is ill, make an appropriate

diagnosis.

5. Manage health problems within medical protocols, through consultation, or

by referral to the physician.

6. Provide immunizations and other preventive health measures.

7. Counsel and instruct parents about growth and development patterns, posi-

tive child rearing practices. Counsel adults about healthy living patterns.

8. Counsel and instruct patients and their families concerning home care

during illness, expected response to medical treatment, and aid in their

adjustment to a chronic health problem.

9. Identify other health and social agencies in the community with services

relevant to patient's needs and assist patients to utilize these services.

10. Supervise clinic assistants and other health care personnel in the clinic.

Operational Model

The nurse practitioner will provide care for patients who come to the clinic

including those patients who have scheduled appointments as well as those
who come without having made an appointment. The nurse practitioner may
evaluate ,the patient first with the physician later reviewing the assessment.
In other instances, the nurse practitioner will see scheduled patients after the

physician's initial evaluation is completed and their condition stabilized. The
following are examples of scheduled patients that could be cared for by a nurse
practitioner.

1 Well infants and children for health supervision.

2. Adolescents and adults needing health examinations for athletic participa-

tion, school entrance, employment, insurance, etc.

3. Uncomplicated prenatal and postnatal patients on referral from the physician.

4. Adults with stable chronic conditions requiring periodic evaluation of their

status and medical regimen.

5. Patients returning for assessment of their response to treatment for an acute

illness

Patients without appointments, both adults and children, will be evaluated by
the nurse practitioner in the absence of the physician. The nurse practitioner

then may (1) manage the treatment within medical protocols, (2) consult with

the physician when she does not have medical protocols covering the condition

or when she has concerns about a particular patient's medical problem and
(3) refer the patient to the physician for diagnosis and management. Referral

will be immediate for urgent medical problems.

Medical Supervision

The physician shall supervise the medical care provided by the nurse prac-

titioner in the clinic to assure the quality of medical care. This supervision does



not necessitate the physical presence of the physician in the clinic at all times

but does require his availability for consultation or referral. The supervision

shall include (1) record review, (2) periodic evaluation/reevaluation of patients,

(3) assessment of the nurse practitioner's diagnostic skill and medical judgment
and (4) continuing education in medical management.

(1) Record Review

All medical entries in the records on individuals served by the clinic should
be reviewed and countersigned by the physician the first year of the joint prac-

tice. When the working relationship between the physician and nurse practi-

tioner is well established, regular record review may be less frequent and less

encompassing. Routine review by random sampling or periodic review of

records may be adequate. The physician should review all records of patients

with abnormal findings or unexplained complaints. At any time, records should
be reviewed on the request of the nurse practitioner.

(2) Assessment of the Nurse Practitioner's Diagnostic Skills and Medical Judg-
ment

The physician should assure the adequacy of the nurse practitioner's history

taking, physical examination skills, and medical judgment by periodic concurrent
evaluation of the same patient on a clinic visit. The frequency of such joint

evaluations will be determined by the physician and the nurse practitioner

involved.

(3) Continuing Education

The physician and nurse practitioner should allot time in their regular

practice activities for increasing the nurse practitioner's knowledge and for

reassessing the physician-nurse collaborative relationship. Participation in

formal continuing education activities should be encouraged.

Contracts, Policies, Procedures

There should be a written contract specifying the role and responsibility

of the physician and the nurse practitioner. For example, when more than one
physician is the back-up physician to the nurse practitioner, a schedule of

physician availability for consultation and/or referral by time period, age of pa-

tient or condition of patient must be established. There should be written

procedures for health supervision by age of patient and medical protocols for

management of illness conditions delegated to the nurse practitioner.

Patterns of Referral

After appropriate notification of the back-up physician, the patient with an

emergency will be sent immediately to the community hospital, physician's

office, medical center or other facility designed to accept referrals from the

nurse practitioner. The nurse practitioner may administer emergency care if

needed to sustain life prior to sending the patient to the back-up facility. Pa-
tients who present themselves at the clinic with acute problems requiring

physician evaluation within 24 hours will be referred to the back-up physician

immediately. The patient with a health problem beyond the scope of the nurse
practitioner's practice but which is not an emergency or urgent problem will

be scheduled for physician evaluation.

Utilization of Area Resources

The nurse practitioner should be knowledgeable concerning the health and
related resources in the community. There should be established working rela-

tionships with Health Departments, Community Hospitals or Medical Centers,
Rescue Squads or Ambulance Services and Mental Health Centers. The nurse



practitioner should also be familiar with the services of social, voluntary health

and other community agencies and appropriate methods of referral.

FUNCTIONS AND RESPONSIBILITIES OF PHYSICIANS
AND NURSE PRACTITIONERS

The following table provides examples of the reciprocal functions and
responsibilities of nurse practitioners. A further description of the reciprocal

nature of nurse practitioner and physician responsibilities can be found in

Appendix A.

WELL CARE

Nurse

1. Periodic examination of well infants, chil-

dren and adults

a. Administration of screening procedures
b. Review of data collected

2. Institution of preventive measures

3. Counseling concerning healthy living prac-

tices.

4. Referral of patients with abnormal findings or

other health related problems.

Physician

Review of data collected

(chart)

Further evaluation of pa-

tients referred

STABLE CHRONIC ILLNESSES

Nurse Physician

1. Initial assessment of problems 1.

2. Ongoing health maintenance

3. Counseling concerning treatment and ad- 2.

justment in living patterns 3.

4. Adjustment of medications and/or other treat- 4.

ment measures according to medical pro-

tocols.

Full evaluation; establish

plan of management
Consultation

Review of record

Reevaluation of patient at

specified intervals and
upon request.

ACUTE NON-EMERGENCY PROBLEMS

Nurse Physician

1. Assessment of problem(s)

2. Intervention based on:

a. medical protocols 1.

b. consultation with physician 2

c. immediate referral to physician

3. Counseling concerning: 3.

a. home care

b. expected response to medical regimen

4 Follow-up to assess response to treatment

Consultation

Evaluate and manage re-

ferred patients

Review of findings and
management (chart)



TRUE MEDICAL EMERGENCIES

Nurse Physician

1. Assessment of problem(s)

2. Institution of appropriate measures of first 1. Consultation

aid and emergency medical care

3. Transfer of patient 2. Management

MINIMUM QUALIFICATIONS FOR NURSE PRACTITIONERS

1. Licensed to practice as a registered nurse in the State of North Carolina.

2. Able to give evidence of having satisfactorily completed a formal course of

training including at least 4 months of formal educational preparation and 4

months of supervised clinical practice which prepares the nurse to:

A) identify the health status of the individual by taking a health history, doing
an appropriate physical examination and initiating appropriate preventive,

screening and diagnostic procedures;

B) Diagnose and treat common acute and chronic health problems under
parameters mutually established by the physician and nurse practitioner;

C) Assume responsibility for on-going health maintenance and clinical man-
agement of stable chronically ill patients;

D) Identify the need for continuity of care for individuals and families and co-

ordinate the health care needs with appropriate interpretation, consulta-

tion, and referral;

E) Provide relevant health instruction, counseling, and guidance to individ-

uals and families;

F) Relate individual and family health problems to the community, identify

emerging health problems; help to initiate appropriate intervention through

community action.

3. Approved by the Board of Nursing and the Board of Medical Examiners.

4. At some future time, a certifying examination may be jointly administered by

the appropriate professional organizations in medicine and nursing. The cer-

tifying examination may be given in specialty areas such as pediatrics, family

practice, adult practice, etc. If a certifying exam is developed for the purpose
of assessing entry-level competence, it is recommended that the joint sub-
committee give consideration to specifying successful completion as a re-

quirement for approval by the Board of Nursing and Board of Medical

Examiners. It is not recommended that successful completion of such a cer-

tifying examination be substituted for a formal educational program.



APPENDIX A

DESCRIPTIVE EXAMPLES OF RECIPROCAL RESPONSIBILITIES
BETWEEN NURSE PRACTITIONERS AND PHYSICIANS

Stable Chronic Illnesses

In a iarge group of patients well-defined chronic illnesses will be present such as diabetes
mellitus. hypertensive cardiovascular disease, etc. In these instances, patients will be seen by
the physician after the nurse practitioner has made an initial assessment of the problem. The
physician will then fully evaluate the patient with the assistance of the nurse practitioner and
institute an appropriate treatment regimen. He will then refer the patient back to the nurse prac-

titioner for ongoing health maintenance with an established therapeutic regimen and guidelines.

For expected deviation from the norm, for example, a hypertensive patient will be thoroughly
evaluated and placed on an anti-hypertensive medication and then scheduled by the nurse prac-

titioner for ongoing follow-up in the clinic or the home. In such follow-up, the nurse practitioner

will monitor the blood pressure, evaluate the patient for possible side effects of the therapeutic

regimen, as well as evaluating the patient for possible complications of the illness such as con-
gestive heart failure, etc. For each of these contingencies, a set of procedures would be estab-

lished for appropriate intervention In some instances, the nurse practitioner would be given

freedom to make alterations in the program based on her observations; in other instances, it

would require that she call the physician for a new set of orders upon which to operate.

Acute Non-Emergency Problems

The nurse practitioner would be expected to see a certain number of patients who develop
acute but not true emergency medical problems such as upper tract respiratory infections, bron-
chitis, uncomplicated urinary tract infections, etc. A specific program for evaluation of these

complaints would be worked out with the physician in advance. For example, a routine evalua-

tion of upper respiratory infections might include the assessment of whether or not the patient

was febrile, a careful examination of the ears, nose and throat, including the obtaining of a

throat culture, if appropriate, and assessment of whether or not the patient was coughing, and if

so, an examination of the chest, and the obtaining of a sputum culture. Within certain guidelines,

the nurse would have an established therapeutic regimen. For example, if the patient is afebrile,

not coughing and bringing up sputum, she might be given aspirin and a decongestant. If it were
suspected that the patient had a strep pharyngitis, a throat culture would be obtained, and based
on medical protocols, appropriate antibiotics administered. A similar pattern of operation can be
drawn up for many of the common presenting complaints of this nature
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